boys.AI67 This variation is due to differences in the definition of acne (that is, whether or not comedones were included in the definition). Bloch, defining acne as the presence of more than one comedone, examined 4191 children aged 6-19 (2076 children aged 12-17) and found,that the prevalence of acne increased from 13% to 97% in girls (aged 6 and 17 respectively) and from 12% to 99% in boys.6 Burton et al, who defined acne in a similar manner, reported a prevalence of 100% in girls aged 14 and boys aged 15.' Fellows et al, who in a longitudinal study of 1500 children defined acne as the presence of papules and pustules but excluded simple comedones, reported an increasing prevalence, from 1-3% to 78% in girls (aged 10 and 15 respectively) and from 0% to 87% in boys (aged 10 and 16 5 respectively).7
The apparent fall in the prevalence of acne in our study compared with that of Burton et al 20 years ago may not be important. ' 
Methods and results
This study was undertaken with the collaboration of the services subcommittee of the Association of British Neurologists. Details of the methods are reported elsewhere.2 A computed tomographic scanner was defined as a machine that was capable of, and available for, scanning the brain without financial charge to the patient. Mobile, whole body, and privately operated scanners were included provided that the above criteria were satisfied.
We identified 135 head scanners in the United Kingdom in June 1987. This number included two mobile scanners and one scanner in a private hospital. The table details distribution through the United Kingdom. Overall there was one head scanner to every 421 000 people. There was considerable disparity between the best provided region (East Anglia), which had a ratio of one head scanner for 284 000 people, and the least well provided region (Oxford), which had a ratio of one head scanner for 827 000 people. The distribution of scanning facilities within regions was also uneven. For instance, nine of the 11 health districts in the South Western region (82%) had their own head scanner, whereas only three of the 16 health districts in the Northern region (19%) had a scanner. Overall, 27-67 million people-nearly 49% of the total BMJ VOLUME 298 population of the United Kingdom-lived in health districts and boards with no head scanning facility.
Comment
This study showed a considerable variation in the provision of computed tomography of the brain across the United Kingdom. The ratio of the number of scanners to the population varied by a factor of 2-9 from the best to the least well provided region, and more than half of the health districts and boards in the United Kingdom did not have their own head scanner. Does it matter that many health districts do not have their own head scanner?
Epidemiological studies have shown that a health district of250 000 people will generate about 38 patients with subarachnoid haemorrhage, 500 with head injury, 550 with stroke, and 25 with bacterial meningitis yearly.4 In addition, many other patients will have possible, but undifferentiated, intracranial diseasefor example, prolonged unconsciousness after an epileptic fit in a patient who also has a minor head injury. Other subacute neurological disorders include subdural haematoma, cerebral tumour, epilepsy, and dementia. In many instances it would not be appropriate for these patients to travel long distances to have brain scanning.
Overall, present evidence suggests that there is a case for having a head scanner in every large district general hospital. This was suggested as long ago as 19785; in 1987 we were still far from accomplishing this goal. At present only a small number of health districts have magnetic resonance image scanners, and it seems unlikely that computed tomography will be superseded in the foreseeable future.
This report is based on a paper given to the Association of British Neurologists at St Bartholomew's Hospital, November 1987.
